CORRESPONDENCE. 


THE TECHNIQUE OF PROSTATECTOMY. 

To the Editor of tlw Annals of Surgery. 

Sir, —The October number of your Journal contains an 
article by Dr. Herman Mynlcr on the Technique of Prostatectomy, 
ill the course of which (on page 552) may be found this state¬ 
ment: “Dr. A. II. Johnson has recommended, as a modification 
of Syms’s method, the making of a small incision above the pubes, 
hut without opening the bladder or the peritoneum, and with a 
finger introduced through this incision the crowding of the pros¬ 
tate downward. He did this successfully in a small man.” A 
foot-note refers to the Annals of Surgery, June, 1900. 

In some way this suggestion of Dr. Johnson did not meet 
my eye, but I have found the incision of so much value in sev¬ 
eral cases that I deem the following bit of history worth relating: 

O11 December 5, 1898, I operated, at the St. Louis Mul- 
lanphy Hospital, on Mr. A. B., aged sixty-four years, doing a 
perineal prostatectomy. The patient had been drained by a supra¬ 
pubic fistula for eighteen months without relief of his most dis¬ 
tressing symptoms,—dysuria, pyuria, frequency, and some tenes¬ 
mus. The lower abdominal wall was extensively sclerosed, 
stiffened, and thickened about the fistulous track, rendering it 
probable that an attempt to reopen the bladder by this route would 
result in opening the peritoneum. An aortic stenosis rendered 
an anaesthetic hazardous, and necessitated economy in time. The 
perineal distance (Watson) was too great to enable me to reach 
the vesical outlet from this route; nevertheless, I attempted a 
perineal operation, and easily accomplished it by making a two- 
inch incision in the abdominal wall without opening either the 
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peritoneum or bladder (the fistula was quite small, admitting 
onl)' a fine probe and of no service), through which two fingers 
were introduced to crowd the prostate downward and within easy 
reach from the perineum. I was surprised and gratified to ob¬ 
serve the ease with which the gland could be depressed and 
brought near the perineal incision when the resistance of the 
abdominal wall was eliminated by the incision into the supravesi¬ 
cal space and the bladder emptied. The hospital record shows 
that the incisions and cxcochlcation of the entire prostatic mass 
were accomplished in fourteen minutes. The patient made a 
satisfactory recovery, the fistula at once ceasing to leak, and per¬ 
manently closing in a few days. 

This patient was presented before the Medical Society of the 
City Hospital Alumni on January 19, 1899, and the account of 
the case may be seen on page 3 of the Transactions of the Society 
for that year. Under the heading, “ Report of a Case of Prosta¬ 
tectomy, with Remarks on a Novel Procedure for Facilitating the 
Operation,” the case is published in the Medical Review, St. 
Louis, Vol. xxxix, No. 13, April 1, 1S99. 

I believed then, as may be seen by my published remarks 
before the Society, and believe now, that this was the first in¬ 
stance where an extravesieal, cxtrapcritoncal, suprapubic incision 
was done as an aid to perineal prostatectomy. 

Since December, 1898, I have found this incision to be of 
the greatest service in eight cases of perineal prostatectomy, viz., 
S. D. C., June 5; J. M„ June 17; W. B. J„ July 10; J. F., Sep¬ 
tember 6; M. D„ October 2S, all in 1899, and B. M. M„ January 
18; W. II. M., January 20, and G. C. C., February 11, in 1900. 

It is doubtless the experience of every one doing perineal 
prostatectomy, by which is meant complete or almost complete 
evisceration of the prostatic capsule, that no such incision or 
other aid is necessary in every case, even in all those patients 
who are fat and have protuberant abdomens and long perineal 
distances. Fully relaxed by complete anaesthesia, many of these 
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unpromising cases yield sufficiently to suprapubic pressure made 
by an assistant to enable one to sltell out the overgrowths with¬ 
out much difficulty, and especially if the enucleation begins at the 
apex of the gland, for it is the glandular enlargement which 
elevates the vesical outlet and presses it beyond the reach of the 
finger. We are aware of the fact that the hypertrophied tissue 
is in a state of tension, and the releasing of this inlracapsular 
tension permits the upper part of the growth to descend, even 
of its own accord, and much more to yield to supravesical 
pressure. These considerations have for more than two years 
past influenced me to defer the incision in the abdominal wall 
until it was apparent that it was necessary. This was usually 
found to be when an intravesical projection of the median portion 
required enucleation. 

Tlte shortening .it; .duration of the time required in operating 
(in several instances to ten minutes) ; the lessening of the haemor¬ 
rhage by enucleation from below, and non-interference with the 
bladder wall; the reduction of the time of convalescence, espe¬ 
cially the getting of these old men out of bed soon after opera¬ 
tion, even though the perineal incision had not closed, as well as 
the minimizing of the dangers of septic thrombosis of the veins 
of the plexus of Santorini, have all led to a decided preference 
for perineal prostatectomy, and thus to a greatly reduced mor¬ 
tality. Hie danger of septic thrombosis of the vcsicoprostatic 
plexus of veins has influenced me to attack the growths from the 
urethral rather than the capsular side of the overgrowth. 

Of the objections that may be noted, a partial incontinence 
to the extent of slight dribbling when the bladder is filled, and 
due probably to the interference with the prostalic and urethral 
sphincters, but much more to the anterior fibres of the levator- 
ani muscle,—the levator prostata;,—still requires elimination in 
order to make this the ideal operation. 


Sr. Louis, Mo. 


John P. Bryson. 



